1.. Introduction {#S0001}
================

Exposure to potentially morally injurious experiences, defined as 'perpetrating, failing to prevent, bearing witness to, or learning about acts that transgress deeply held moral beliefs and expectations' (Litz et al., [2009](#CIT0012), p. 700), can lead to significant distress. Individuals who experience moral injury may report negative self-attributions, strong negative emotions including disgust, anger, and distress, as well as high levels of guilt and shame (Frankfurt & Frazier, [2016](#CIT0008); Litz et al., [2009](#CIT0012)). These cognitive and emotional states can contribute towards self-isolation and mental health problems, including post-traumatic stress disorder (PTSD), self-injury, substance abuse, and depression (Frankfurt & Frazier, [2016](#CIT0008); Litz et al., [2009](#CIT0012); Williamson, Stevelink, & Greenberg, [2018](#CIT0018)).

The largest body of evidence for moral injury and its negative impact on well-being stems from studies conducted with US service personnel and veterans (Currier, McCormick, & Drescher, [2015](#CIT0006); Drescher et al., [2011](#CIT0007); Williamson et al., [2018](#CIT0018)). Research has found that morally injurious experiences can typically be classified into three distinct categories: perpetration (e.g. being unable to aid civilians due to rules of engagement, killing/injuring in combat), witnessing (e.g. witnessing the mistreatment of non-combatants by others) and betrayal by others (e.g. betrayal by an officer, friendly fire) (Bryan, Bryan, Morrow, Etienne, & Ray-Sannerud, [2014](#CIT0002); Bryan et al., [2016](#CIT0003)). Experiencing psychological difficulties following exposure to potentially morally injurious events it thought to be relatively common, with research in US veterans finding military-related moral injury to be a significant predictor of PTSD and alcohol abuse (Maguen et al., [2010](#CIT0015)). Previous studies suggest that some treatment approaches for moral injury-related mental health disorders may be insufficient (Drescher et al., [2011](#CIT0007)). Typical treatment for PTSD, for example, may not adequately address all negative sequelae present in those with moral injury (Litz et al., [2009](#CIT0012); Maguen & Burkman, [2013](#CIT0013)). In fact, some treatments approaches, such as prolonged exposure, could potentially be harmful in cases of moral injury and exacerbate patient reactions of shame, disgust and guilt (Maguen & Burkman, [2013](#CIT0013)).

Despite the pernicious impact of moral injury on veteran well-being found in previous studies, there is a lack of research exploring the index of the types of events that can cause moral injury in UK armed forces (AF) veterans and how moral injury affects veteran well-being. Moreover, as a definitive approach to treating veterans with moral injury is currently lacking, it is unclear how clinicians experience providing psychological care to morally injured UK AF veterans. The treatment approaches that clinicians utilize and the challenges that they face in delivering moral injury treatment are also unknown. A richer understanding of moral injury experiences and treatments in UK AF veterans may inform clinical practice and ensure that appropriate treatment and support are available to those with mental health problems following moral injury in the future.

We conducted a pilot study utilizing in-depth qualitative interviews with help-seeking veterans and clinicians who provide psychological treatment to UK AF service personnel and veterans. This article thus aimed to explore moral injury as a concept, veterans' experiences of moral injury, and clinicians' experiences of and challenges faced in providing psychological treatment to UK AF veterans following moral injury.

2.. Method {#S0002}
==========

2.1.. Setting {#S0002-S2001}
-------------

This study was conducted at Combat Stress (CS), a national charity which provides psychological interventions for UK AF veterans, including treatment for PTSD. The study received approval from the Combat Stress Research Committee. All participants gave informed consent for participation.

2.2.. Participants {#S0002-S2002}
------------------

Between January and February 2018, six veterans were recruited following attendance at CS. Veteran participants were eligible for the study if they were aged 18 years or above. Participants were identified by the clinical care team as having experienced moral injury following discussion of the veteran's military experiences during psychological assessments. The following exclusion criteria were applied: inability to speak English, current suicidal ideation or self-harm, or currently dependent alcohol misuse. Potential participants were recruited by attempting to make telephone contact with them. Three attempts were made to elicit a response. Of the 11 eligible veteran patients approached, six opted to participate. It was not possible to make contact with the remaining five patients.

Clinician participants were recruited by sending emails to all therapists responsible for providing trauma therapy. Clinicians were informed about the study and invited to participate. Inclusion criteria were being currently employed by CS and having provided trauma therapy to at least one veteran over the previous 6 months whom the clinician felt has suffered a moral injury. Four clinicians consented to participate.

2.3.. Qualitative interview schedule {#S0002-S2003}
------------------------------------

Interviews were conducted by a research assistant who had training and experience in qualitative methods. Interviews were conducted by telephone and lasted for 35 minutes on average. The researcher did not have any contact with participants before study initiation. We developed the interview schedule based on the research questions in collaboration with colleagues as part of an international consortium aiming to design and validate a measure of military moral injury (Yetrian et al., [Under review](#CIT0017)). Veteran interview questions focused on their own experiences of moral injury, the impact of moral injury on their well-being, and their perceptions of their psychological treatment. Clinician interview questions focused on their perceptions of moral injury experienced by the UK AF veterans seen in treatment, how moral injury can impact their patients' overall well-being, the approaches utilized in treatment to address moral injury-related psychological issues, and the challenges faced in delivering treatment to their patients following moral injury. Interviews were audio-recorded and transcribed verbatim. Following the qualitative interview, demographic information was collected from each participant.

2.4.. Analysis {#S0002-S2004}
--------------

We used NVivo V.10 (<http://www.qsrinternational.com/products_nvivo.aspx>) to conduct thematic analysis. We utilized the following steps: reading and rereading the data, producing codes, searching for and developing early themes, and revising and classifying themes (Braun & Clarke, [2006](#CIT0001)). An inductive analytical approach was utilized, with initial codes and themes proposed by VW. A reflexive journal was kept throughout data analysis in an effort to recognize the potential influence of the researcher's prior experiences, thoughts and assumptions, as well as prevent premature or biased interpretations of the data. To ensure reliability, transcripts, codes, and themes were reviewed by authors VW and DM, with any disagreements between authors resolved following re-examination of the data and discussion. We conducted peer debriefing, and feedback regarding data interpretation was sought from co-author NG.

3.. Results {#S0003}
===========

3.1.. Descriptive information {#S0003-S2001}
-----------------------------

Of our veteran sample, all participants were male, with a mean age of 48.6 years (range 26--59 years), and had served in the British Army (range 5--24 years of service). All participants reported combat exposure and had been deployed an average of four times (range 1--9 times) to Afghanistan, Northern Ireland, the Gulf, Sierra Leone, Bosnia, Kosovo, Iraq, or the Falklands. On average, the clinician participants had worked in clinical practice for 16 years (range 4--29 years) and three were male.

3.2.. Results of thematic analysis {#S0003-S2002}
----------------------------------

As shown in [Table 1](#T0001), two overarching themes and six sub-themes emerged from the data, reflecting veterans' experiences of moral injury, their experiences of psychological treatment, and clinicians' perceptions of providing care. Anonymous participant comments are provided to illustrate our findings and all participants have been assigned a pseudonym by the researchers.10.1080/20008198.2018.1562842-T0001Table 1.Themes and subthemes following thematic analysis.Themes and subthemesExperiences of moral injury Types of morally injurious events Frequency of moral injury Impact of moral injury on mental healthPerceptions of and engagement in treatment for moral injury Treating moral injury-exposed veterans Psychological treatment as beneficial Challenges of delivering treatment for moral injury

3.3.. Experiences of moral injury {#S0003-S2003}
---------------------------------

### 3.3.1.. Types of morally injurious events {#S0003-S2003-S3001}

Morally injurious events reported by veterans related either to their own actions or to the actions of those they served with. The nature of the morally injurious events included: disrespecting dead bodies, mistreating civilians or captured enemy combatants, being ordered to break rules of engagement, and beliefs that command gave negligent orders or did not adequately supply troops. "Clinician 4: Well there's certainly \[patients\] ... who had to shoot a child. One who was laden and strapped with explosives, approaching the gates of Bastion and ... the issue was being high-fived by his colleagues for taking the shot ... for this particular chap, \[his\] wife wants to have a child and ... he couldn't consider that as \[he thought\] 'how could I possibly be a father to a child, I'm a murderer.'""Veteran 2: The most distress is from Kosovo where I witnessed ... children being murdered and women being raped ... \[and\] families being bombed out of houses and that's had a profound effect on me ... we had people screaming and saying help us and the windows were boarded up, so it was pre-planned and we just couldn't get to them .... We tried our best but I feel like I was helpless to do anything and I was our platoon sergeant, so I was in charge of our platoon. And, I've got serious guilt trips, you know ... you constantly go over in your head did you do the best you could?"

### 3.3.2.. Frequency of moral injury {#S0003-S2003-S3002}

Exposure to military-related morally injurious events was considered by clinicians to be a common experience. When asked to describe the proportion of personnel/veterans they have treated who report exposure to morally injurious events, clinicians held that 10--13% of their veteran patients reported that they had committed transgressive acts, while 50--65% had witnessed transgressive behaviour of others or experienced a perceived betrayal. According to veterans and clinicians, particular vulnerability to mental health problems following exposure to potentially morally injurious events was associated with younger age at the time of the event, exposure to multiple traumatic events, and more senior rank (i.e. senior officers were more likely to have moral injury due to feelings of personal responsibility for events). In addition, both clinicians and veterans perceived that moral injury-associated psychological distress seemed to increase on leaving the AF. "Interviewer: What percentage of the veterans or service members that you have worked with have reported witnessing these types of moral injuries?""Clinician 1: I think maybe half, around 50% ... and it's not just those who are on the frontline who are affected, it could be anyone. If a war plan fails, if the rules of engagement fail, everything falls apart, anybody can feel responsible and experience a moral injury."

### 3.3.3.. Impact of moral injury on mental health {#S0003-S2003-S3003}

Following veterans' experiences of moral injury, significant psychological distress was consistently reported. According to veterans and clinicians, symptoms of PTSD were common, including intrusive symptoms (e.g. flashbacks, nightmares, intrusive thoughts of the event) and dissociation. Emotional numbness, suicidal ideation, self-harm, excessive rumination, and negative appraisals of themselves (i.e. self-loathing, shame, and guilt for the event) and others (e.g. other people are untrustworthy) were also prevalent. Feelings of worthlessness reportedly contributed to poor self-care, with many veterans engaging in risky behaviours or self-neglect (e.g. poor hygiene and wearing inappropriate clothing). "Clinician 1: They don't care for themselves. They would prefer to be dead; although perhaps not actively suicidal, they'd be quite happy if they weren't alive. So, it's pretty emotionally numb and negative ... they neglect their own health and looking after themselves, so they become very obese, they smoke a lot and drink a lot and take risks and have car crashes, for example.""Veteran 2: When I hear children screaming, I start to get serious flashbacks ... I don't get a decent night's sleep. I get flashbacks, fireworks go off and \[I've\] gotta put \[my\] headphones on. That's just that. Someone threw a banger \[firework\] one time and I just flipped."

To manage their distress following moral injury, veterans engaged in several potentially maladaptive coping strategies. Many engaged in numbing behaviours, such as becoming very involved in work to avoid thinking about the event, substance misuse, and avoiding sounds, sights, or smells that triggered memories of the event. Veterans also avoided discussing the event because of concerns that others may not understand their experience or would subsequently view them as a terrible person. It was often challenging for clinicians to disentangle such maladaptive coping strategies from those commonly present in cases of PTSD. In cases where veterans had perpetrated or witnessed the transgressive act, they attempted to compensate or atone for the morally injurious experience by being heavily involved in caring roles, engaging in self-harm as a punishment, or setting very rigid rules of right and wrong which, when broken by the veteran, produced very harsh self-judgement and prolonged distress. "Clinician 2: It was a cultural thing, he drank quite a lot in the military but also just to manage that he'd been doing this job that he really believed in and suddenly he was confronted with this fact that they were murdering innocent people ... He had a lot of self-esteem problems about himself which he pushed away through drink."

3.4.. Perceptions of and engagement in treatment for moral injury {#S0003-S2004}
-----------------------------------------------------------------

### 3.4.1.. Treating moral injury-exposed veterans {#S0003-S2004-S3001}

Clinicians reported that treatment for moral injury first involved taking a veteran's trauma history. This required careful probing of how the veteran made sense of the trauma(s) and whether they felt that their ethical/moral beliefs had been violated. Fear-based treatments, such as prolonged exposure, were not perceived by clinicians to be effective in addressing veteran distress in cases of moral injury as they could potentially result in 're-shaming' or may not adequately address moral injury-related negative appraisals. "Clinician 3: What I would do is spend less time re-living the event ... as in eyes closed imaginal exposure because that principle there -- that works for extinguishing the fear -- but for someone who is ashamed, it's actually counterintuitive because it's just re-shaming them and making them go over and over something and each time they imagine it. It just creates more shame."

Instead, clinicians used a variety of adapted approaches that were not specific to PTSD treatment to help veterans to reframe the morally injurious experience. For example, clinicians used responsibility pie charts, compassion-focused therapy (Gilbert, [2010](#CIT0009)), and imagery re-scripting (Holmes, Creswell, & O'Connor, [2007](#CIT0010)). Clinicians reported using such treatments to target several key maladaptive responses and appraisals, in particular veteran feelings of guilt, shame, and worthlessness. Treatment also often focused on helping the veteran to have a more balanced view of who was responsible for the event and to forgive themselves or others. Another aim of treatment as reported by clinicians was to reduce the veteran's excessive rumination of the event as this was thought to maintain their symptoms of shame and guilt, as well as challenge their negative appraisals of the world, the self, and others (e.g. 'I am a bad person' or 'other people cannot be trusted'). "Clinician 4: We've used responsibility pies and challenged their guilt and I suppose working with people who think they're a murderer or have committed an act, its less about getting them to not feel guilt, but to get a more balanced perspective on the part they played."

### 3.4.2.. Psychological treatment as beneficial {#S0003-S2004-S3002}

Psychological treatment was reportedly experienced by all veterans to be helpful. Many veterans felt that following treatment they had a better understanding of their psychological symptoms and felt equipped to cope with any ongoing symptoms. For example, veterans felt that they now had effective strategies to cope with nightmares or anxiety. Veterans discussed that treatment helped them to make sense of the morally injurious event more adaptively. Following treatment, veterans reported feeling able to now appraise the event as not being entirely their fault and accepted that it was natural to be psychologically affected by morally injurious experiences. In some cases, family members were included in treatment and offered psycho-education sessions. Their inclusion was reportedly very helpful as this improved the family member's awareness of the veteran's psychological symptoms, helped veterans to feel their distress was understood by others, and facilitated the provision of social support. "Veteran 6: I went to see Combat Stress ... and they diagnosed two things, one was moral injury and one was post-traumatic grief. Once I had a handle on what they were and then the psychiatrist gave me ways to deal with it, I'm in a much better position now, the moral injury doesn't bother me so much ... It's natural that you are affected with the things that you see in the past ... I find it much easier to contain \[my feelings\] now ... and realize that actually ... there's nothing I can do about it, it's not my fault ... I'm in a far better place now than I was a year ago."

### 3.4.3.. Challenges of delivering treatment for moral injury {#S0003-S2004-S3003}

Some clinicians reported concerns regarding the provision of moral injury treatment to AF veterans. Clinicians reported that the treatment supplied in cases of moral injury exposure was an amalgamation of various therapies (e.g. responsibility pie charts and compassion-focused therapy) and that there was no single, manualized approach for addressing the psychological difficulties resulting from moral injury. When asked about the major challenges of working with personnel/veterans to address moral injury, clinicians described that, unlike PTSD, experiences of moral injury could be reportedly poorly understood in clinical practice and additional action was needed to improve clinical awareness of moral injury and its impact on mental health. "Clinician 1: I think clinicians need to be better educated on the whole concept of moral injury ... It should be part of training in military psychiatrists and psychologists to look for these issues and I don't think people are trained well enough.""Clinician 1: I've not used a manualized approach, what I've tended to do is take a careful history ... looking at ethical beliefs even before the traumatic event ... When you do the therapy ... I would then be trying to use a lot of compassion focused therapy and CBT \[cognitive--behavioural therapy\] techniques and look to see how the individual can express their feelings ... and talk about it in fair detail to allow them in a supportive environment to express and forgive themselves. I think it needs to be non-judgemental and directive."

In delivering treatment to moral injury-exposed veterans, clinicians described experiencing resource-related challenges to providing care. Some clinicians reported that fully addressing moral injury-related distress and symptoms was challenging in the limited number of sessions provided by CS. Clinicians were also conscious of the potential impact of their heavy caseload on their relationship and rapport with clients. To effectively treat moral injury, given the constellation of shame, worthlessness, and guilt symptoms, a strong rapport with patients was considered essential, as a rushed or disingenuous manner could result in poorer treatment outcomes. Finally, treating veterans with both PTSD and moral injury who presented with high levels of guilt, shame, and self-loathing could be particularly distressing for some clinicians who often empathized greatly with their patients' experiences and poor quality of life. "Clinician 3: All these techniques will only work if it's done within a trusting therapeutic relationship, with someone who has core values of genuineness, empathy, warmth because that in itself can be, can have such a corrective effect for their experiences of mistrust, betrayal, abuse and in believing that people in an expert role can't help ... So you can have the best techniques in the world but if they're applied by somebody who the veteran perceives as disingenuous, or cold or rushed for time because they have another ten appointments to get through, then it's not going to work."

4.. Discussion {#S0004}
==============

This exploratory pilot study aimed to examine the concept and experience of moral injury in UK AF veterans. We identified six subthemes relating to the experiences, frequency, and psychological treatment of moral injury and the challenges faced by clinicians in providing care to UK AF veterans following moral injury.

Moral injury was perceived by clinicians to be fairly common among UK veterans, with three distinct types of transgressive events often experienced (i.e. perpetration, witnessing, and betrayal by others). This presentation and index of events is consistent with previous research in US veterans (Bryan, Bryan, Morrow, Etienne, & Ray-Sannerud, [2014](#CIT0002); Bryan et al., [2016](#CIT0003)). Moreover, moral injury exposure appears to be common among US veterans seeking help for mental health problems (Currier, Holland, & Malott, [2015](#CIT0005); Drescher et al., [2011](#CIT0007); Frankfurt & Frazier, [2016](#CIT0008)), a view shared by the clinicians providing treatment for this UK AF veteran group. This suggests a need for future large-scale studies to examine the prevalence of and index events causing moral injury in UK veterans to better understand the scale of its occurrence, with direct comparisons made between US and UK findings to further our theoretical understanding of the concept of moral injury.

A key theme that emerged from the data was the considerable negative impact of moral injury on veterans' mental health, with symptoms including flashbacks, suicidal ideation, feelings of worthlessness, and poor self-care. Maladaptive coping strategies, such as avoidance, were also often used by veterans to manage their distress. Such responses may reflect veteran PTSD or depressive symptoms but could alternatively be a distinct feature of moral injury itself. These findings are consistent with previous studies of military-related moral injury, with the most common symptoms associated with moral injury found to be intrusive thoughts, intense negative appraisals (e.g. shame, guilt, disgust), and self-deprecating emotions (Drescher et al., [2011](#CIT0007); Litz et al., [2009](#CIT0012)). A recent meta-analysis of the impact of moral injury on mental health highlighted the lack of non-US research on the impact of moral injury on mental health (Williamson et al., [2018](#CIT0018)), and thus our findings contribute to the literature by providing preliminary evidence of the detrimental impact of moral injury on the mental health of UK veterans.

Clinicians often reported that treating moral injury-exposed veterans could be challenging. Difficulties included the limited number of sessions they were able to provide, the lack of a manualized approach for treating moral injury, and the perception that moral injury was generally poorly understood among UK AF veterans' clinical care teams. This is notable given that moral injury was perceived to be an important issue among UK veterans who seek help for their mental health, and indicates a need to raise awareness of the condition among clinical care teams and other organizations that support veterans. Clinicians also experienced difficulties disentangling the maladaptive coping strategies used by morally injured veterans (e.g. discussion avoidance, numbing symptoms) from those commonly present in cases of PTSD. As it stands, there is no validated treatment approach for moral injury. Some promising interventions are currently being developed, such as the 'impact of killing', which uses a CBT approach to address aspects including self-forgiveness and the physiology of killing responses (Maguen et al., [2017](#CIT0014)), and 'adaptive disclosure', where patients engage in experiential exercises involving imaginal conversations with a forgiving moral authority (Litz, Lebowitz, Gray, & Nash, [2017](#CIT0011)). In the present study, clinicians used a combination of several validated approaches with the aim of addressing specific maladaptive appraisals and responses (e.g. guilt, shame, rumination). However, whether this method is helpful to veteran recovery in the long term is unknown. Additional research is needed to explore the presentation and treatment needs of UK veterans on a larger scale to ensure that morally injured veterans are reliably identified and that the care offered is effective and appropriate. At present, it is unclear whether the incorporation of validated approaches, such as compassion-focused therapy, into existing interventions for moral injury would improve patient outcomes or whether the development and validation of a treatment manual for moral injury in a UK AF context is needed. Moreover, treating veterans who have experienced moral injury appears to be potentially distressing for clinicians. While it was beyond the scope of this study to examine secondary trauma effects, future studies should further explore how clinicians are impacted by providing treatment to morally injured samples and whether any additional support or supervision is required in cases of patient moral injury.

5.. Strengths and limitations {#S0005}
=============================

This study has several strengths and weaknesses. Among the strengths was the inclusion of veterans and clinicians who had experienced or treated a range of morally injurious events. Furthermore, the relatively small number of cases also allowed for in-depth analysis and thematic saturation was achieved (Crouch & McKenzie, [2006](#CIT0004); Marshall, [1996](#CIT0016)). Among the weaknesses is the limited diversity of the sample (e.g. all British Army veterans) and the recruitment of mostly males. Future studies could include the perspectives of female veterans. In addition, data for this exploratory study were collected from a treatment-seeking sample and the views of veterans who were not successful in accessing treatment for their adjustment difficulties were not included. As participating veterans were recruited from a clinical service that specializes in the provision of PTSD treatments, it is recommended that future studies include veterans who are likely to have a wider range of primary diagnoses and/or comorbid disorders. Finally, as moral injury exposure is not unique to service personnel and veterans, inclusion of the views of clinicians who provide psychological intervention to other similarly exposed groups, such as police or journalists (Williamson et al., [2018](#CIT0018)), in future research would further our theoretical understanding of moral injury and its treatment.

6.. Conclusion {#S0006}
==============

This exploratory pilot study provides some initial evidence of the impact of moral injury of UK AF veterans' well-being, as well as the experiences and challenges faced by clinicians in providing psychological treatment to UK AF veterans following moral injury. The results expand on previous research examining the impact of moral injury on US veterans (Bryan et al., [2014](#CIT0002); Bryan et al., [2016](#CIT0003); Drescher et al., [2011](#CIT0007)) and provide insight into the clinician perspective of delivering psychological care following moral injury. Future research is needed to examine the prevalence of events that result in moral injury across the spectrum of UK AF veterans, whether help-seeking or not, to ensure that adequate support is available. Such studies will also provide valuable information relevant to active service personnel who are likely to continue to be exposed to potentially morally injurious events. Our findings also highlight the symptoms targeted by clinicians in treatment of moral injury-associated illnesses (e.g. guilt, shame, worthlessness) and the lack of a single, manualized treatment for moral injury-associated illnesses. This suggests a need for not only an examination of whether the treatment currently provided for mental health problems following moral injury is effective but also the development of a standardized approach for treatment of any moral injury component in UK veterans suffering from mental health disorders, which should help to improve clinicians' confidence in the care they deliver to those affected by moral injury.
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